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Abstract 
The Moderating Role of Social Problem-Solving Regarding the Predictive Relationship 
Between Posttraumatic Stress Symptoms and Substance Use in U.S. Military Veterans 
Jessica B. Stern, M.S. 
Arthur M. Nezu, Ph.D., ABPP 
 
 
Substance use disorders (SUDs) and Posttraumatic Stress Disorder (PTSD) are 
two clinically significant and commonly co-occurring psychopathologies among military 
Veterans (Back, et al., 2014; Erbes, Westermeyer, Engdahl, & Johnsen, 2007; Hoge, 
Auchterlonie, & Milliken, 2006; Hoge et al., 2004). More specifically, the prevalence 
rates for PTSD and SUDs in Veterans are at approximately 29% and 18%, respectively, 
and at rates of approximately three and five times that of the general population 
(Bagalman, 2013; APA, 2013; SAMHSA, 2007). It is largely recognized that among 
many such Veterans, substances are used as coping mechanisms for posttraumatic stress 
disorder symptoms due to a lack of adaptive coping mechanisms. One particular study 
examined coping skills in male Veterans with PTSD and SUD symptoms through a 
variety of different coping models, generally finding avoidance to be a primary coping 
mechanism among substance users (Boden et al., 2014). Due to the fact that this study 
investigated only males, and other such studies on the psychological coping styles 
associated with the relationship between PTSD and SUD symptoms are sparse, additional 
exploration as to how existent or non-existent, adaptive or maladaptive coping skills 
affect the relationship between PTSD and SUD symptomology need be conducted. The 
primary aim of this study is to assess whether or not social problem-solving, a cognitive-
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behavioral construct of problem-solving and stress management, moderates the prediction 
of substance abuse from posttraumatic stress symptoms. One hundred and sixty 
individuals who have completed service in the United States Military were in a survey-
based study. Assessment measures included (a) a comprehensive demographic 
questionnaire assessing psychological and medical health, socioeconomic status, family 
system, occupational history, and military history, (b) the Social Problem-Solving 
Inventory – Revised: Short Form (SPSI-R:SF), (c) a DSM-5 Alcohol Checklist, (d) the 
Alcohol Use Disorders Identification Test (AUDIT), (e) the Drug Use Disorders 
Identification Test (DUDIT), and (f) the PTSD Checklist for DSM-5 (PCL-5). Results 
suggested that rational, impulsive-careless, and avoidant problem-solving styles 
significantly moderate the prediction of alcohol use from PTSD symptoms, while, SPS 
did not moderate PTSD on drug use. 
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INTRODUCTION 
Substance use disorders (SUDs) and Posttraumatic Stress Disorder (PTSD) are 
two clinically significant and commonly co-occurring psychopathologies among military 
Veterans (Back, et al., 2014; Erbes, Westermeyer, Engdahl, & Johnsen, 2007; Hoge, 
Auchterlonie, & Milliken, 2006). More specifically, the prevalence rates for PTSD and 
SUDs in Veterans are at approximately 29% and 18%, respectively, and at rates of 
approximately three and five times that of the general population (Bagalman, 2013; APA, 
2013; SAMHSA, 2007). It is largely recognized that among many such Veterans 
substances are used as coping mechanisms for posttraumatic stress disorder symptoms 
due to a lack of adaptive coping mechanisms. Several studies have examined coping 
skills in Veterans with PTSD and SUD symptoms through a variety of different coping 
models, generally finding avoidance to be a primary coping mechanism among substance 
users (Boden, et al., 2014; Hoggatt, 2015; Amir, et al., 1996).     
 
1.1 Posttraumatic Stress Disorder 
 Posttraumatic Stress Disorder (PTSD) is a diagnostic constellation of 
symptomology that manifests after the experience of a traumatic event. According to the 
Diagnostic and Statistical Manual, Fifth Edition (APA, 2013) the diagnosis is contingent 
on the experiencing or witnessing of, or indirect exposure to a traumatic event in which 
death, threatened death, actual or threatened serious injury, or actual or threatened sexual 
violence. While many individuals have had some such experience at a point in their lives, 
not all display or experience the symptomology that make up the diagnostic profile of 
PTSD. Individuals with PTSD present with a pattern of behaviors and experiences that 
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include (a) intrusive thoughts in the form of memories, dreams, or awake-state 
flashbacks, (b) avoidance of trauma related cognitions, emotions, behaviors, or stimuli, 
(c) negative changes in post-trauma cognitions and mood, and (d) changes in cognitive 
and/or physiological arousal and reactivity (APA, 2013). Individuals with PTSD often 
have dissociative episodes in which they feel as if they are reliving their trauma, have 
acutely distressing physiological reactions to external or internal stimuli, and avoid 
reminders of the traumatic event, such as people, places or things that are associated with 
the event. Hypervigilance, sleep disturbances, and difficulty concentrating are 
additionally common in individuals with PTSD.  
 
1.1.1 PTSD in military service members and Veterans 
 Due to the complex nature of war, the often difficult and risky responsibilities 
associated with service, the often-distinct social and occupational differences between 
civilian and military life, and the very unique culture of the military, PTSD is common 
among military service members and Veterans. While perhaps the most acknowledged 
source of trauma experienced by such individuals is deployment and combat, military 
trauma can, and does, occur on the home front among non-deployed and non-combat 
service members in the form of training accidents, motor vehicle accidents, and sexual 
trauma, among other things. Due to the perception that many in the military have that 
service members need be resilient in the face of hardship and should avoid the 
psychological processing of trauma to avoid weakness, many individuals in the military 
struggle with recognizing, accepting, and coping with the difficulties they face in light of 
traumatic experiences. Due to the long-standing stigma associated with PTSD among the 
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military, it can be difficult to estimate the rates of PTSD among active duty service 
members and Veterans. However, estimates generally indicate that the rates of PTSD 
among service members and Veterans are higher than in the general population. More 
specifically, a 2012 report by the Institute of Medicine specifies that recent estimates of 
PTSD among Operation Enduring Freedom (OEF)/Operation Iraqi Freedom (OIF) 
service members and Veterans range from approximately 13 to 20% (Institute of 
Medicine, 2012). Additionally, the Veterans Affairs administration (VA) reports that the 
prevalence of PTSD among OEF/OIF Veterans receiving VA health care is 29% 
(Bagalman, 2013). This is contrasted with projected lifetime risk rate for PTSD in the 
United States at 75 years, which is 8.7%, and the 12-month prevalence in adults is about 
3.5% (APA, 2013).  
  
 Research has found that the context and nature of an experienced trauma impacts 
the likelihood, severity, and profile of PTSD development in Veterans. More specifically, 
whether or not a trauma was combat related, resulted in injury, or occurred repeatedly, 
appears to have predictive effects on whether or not a Veteran develops PTSD, and if so, 
the severity of symptomology. Hoge and Warner (Hoge and Warner, 2014) demonstrated 
that higher combat exposure is associated with an increased risk of PTSD. Furthermore, 
and likely relatedly, a study which compared PTSD rates and symptom severity of 
injured combat Veterans with experience-matched non-injured combat Veterans found 
that injury significantly increased the risk of PTSD development (Koren, Norman, 
Cohen, Berman, & Klein, 2005).  
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 In addition to the characteristics of the trauma presenting protective and/or risk 
factors to the development of PTSD in military service members and Veterans, other 
environmental factors, such as the length and number of deployments (Shen et al., 2009; 
Kline et al., 2010) can impact risk and severity of PTSD. Furthermore, personal and 
family stress during and after deployment, as well as social support post-deployment, is a 
significant predictor of PTSD in service members deployed to Iraq or Afghanistan 
(Tracie Shea et al., 2013). 
 
1.1.2 Pre, peri, and post-military traumas 
 In addition to the nature, content and severity of a military trauma predicting or 
moderating PTSD symptomology, another important factor is the potential impact of pre-
military traumas in individuals who experience a subsequent military trauma. Increasing 
research has been dedicated to the study of whether or not there exists a relationship 
between earlier-life trauma and the development of symptomology in response to 
subsequent traumas. Researchers have suggested that per the HPA-axis model of 
emotional learning, early-life abuse can prohibit or disrupt the development of adaptive 
emotion regulatory skills that serve as important coping mechanisms in future adversity, 
such as trauma (Van Voorhees et al., 2012; Gillespie, Phifer, Bradley, & Ressler, 2009; 
Koenen, 2006). Specific to military and Veteran populations, various studies have 
suggested that childhood abuse experienced by Vietnam and post-911 era military service 
members and Veterans has either direct or indirect effects in PTSD outcomes following 
subsequent trauma experience in the military (Van Voorhees et al., 2012). Due to the fact 
that this relationship exists, it may be difficult to parse out the effects of a pre-military 
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trauma and peri, or even post-military trauma on the manifestation and profile of PTSD 
symptomology. This may be particularly relevant in the examination of specific 
symptoms clusters of PTSD, such as negative changes in mood and cognition and 
physiological arousal. In individuals with multiple traumas, particularly when the traumas 
were different in content (e.g., a sexual assault versus an IED explosion) symptoms in the 
clusters of intrusion and avoidance may be more easily discernable based on trauma and 
specified to a particular trauma; however, more subtle, chronic and progressive changes, 
such as overall change in mood, hyperarousal, or sleep disturbances may be a more 
cumulative effect, or at least a consequence unspecific to one trauma versus another. For 
this reason assessing effects of trauma in individuals with a history of multiple traumas 
can present with difficulty.    
 
1.2 Substance Use: Response and Driving Force 
 Substance use and abuse is a commonly occurring phenomenon among military 
Veterans and presents a significant health concern. Unfortunately, while recent data on 
the prevalence of Substance Use Disorders (SUDs) across the breadth of military 
Veterans (non-deployed, deployed, and combat, alike) has not been populated, much data 
on substance use and consumption among newly returning deployed Veterans exists. 
While this data may not be generalizable to non-deployed Veterans or Veterans of earlier 
wartime eras and campaigns, a significant amount of Veterans seeking care in the current 
climate are previously deployed and/or combat Veterans; as such this data is meaningful 
in the identification and treatment of much of the current and emerging Veteran patient 
population. Some such research conducted with small samples of OEF/OIF Veterans 
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seeking services through the Veterans Affairs (VA) system has identified approximately 
22–40% of individuals who screened positive for high-risk drinking and approximately 
7% screened positive for cocaine and marijuana use disorders (Calhoun, Elter, Jones Jr, 
Kudler, & Straits-Tröster, 2008; Hawkins, Lapham, Kivlahan, & Bradley, 2010; Erbes, 
Westermeyer, Engdahl, & Johnsen, 2007; Seal et al., 2011; McDevitt-Murphy et al., 
2010).  
 
Substance abuse in the Veteran population, similar to the civilian population, is 
often comorbid with PTSD. Substance abuse in and of itself and substance abuse 
associated with PTSD is likely often an effect of “self-medicating” tendencies to aid an 
individual in coping with the significant lifestyle changes or readjusting to civilian life, 
which may include challenges such as new social and occupational stressors or stressors 
related to military-induced injury or poor physical health. Specifically in the context of 
comorbid PTSD, substances, namely in the form of alcohol, off-label prescription drugs, 
illicit drugs, or cigarettes, may be used for their “numbing”, acute mood regulation, 
distraction, or arousal suppressing effects. As is discussed by Kelley and colleagues 
(Kelley et al., 2015), specifically in the context of drug use, per the self-medication 
model of addiction, drug use suppresses negative affect (Dass-Brailsford and Myrick, 
2010) in individuals with depressive and PTSD symptomology. Furthermore, drug use 
may inhibit intrusive thoughts and memories and reduce the feelings of isolation in those 
coping with a trauma (Dass-Brailsford and Myrick, 2010). Additionally substances may 
be used to cope with pain associated with a military-incurred injury or disability. While 
substances may be help for such indications in the short term, they may produce 
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unwanted side-effects, impair functioning, yield poor physical and medical outcomes, 
and lead to strong withdrawal symptoms after an attempt to discontinue consumption. 
Additionally, in the case of PTSD, research has suggested that while substances may 
produce positive effects in PSTD symptom management acutely, in the long-term they 
may actually strengthen and exacerbate PTSD symptomology be inhibiting the 
processing of the trauma and increasing hyperarousal (Possemato, McKenzie, McDevitt-
Murphy, Williams, & Ouimette, 2014). 
 
1.3 Social Problem Solving, PTSD and Substance Use   
1.3.1 Problem-solving and PTSD 
Research has suggested that problem-solving style and skills may be related to the 
development of PTSD. In a review of the literature on executive function and PTSD, 
Aupperle and colleagues (Aupperle, Melrose, Stein, & Paulus, 2012) suggest that deficits 
in executive functioning contribute to hypervigilance, arousal, and avoidant coping 
strategies seen in individuals with PTSD. Another study examining the coping 
mechanisms of individuals with depression and Borderline Personality Disorder found 
that increased PSTD symptoms predicted poorer problem solving skills (Maurex et al., 
2010). An additional study examined the relationship between avoidant coping and PTSD 
in Israeli soldiers (Galor & Hentschel, 2012). They found that those with PTSD had 
difficulties defining complex problems and generating possible solutions.  Lastly, Nezu 
and Carnevale (Nezu and Carnevale 1987) found that Vietnam Veterans with PTSD 
reported less effective coping reactions and poorer problem-solving skills than those 
without PTSD.  
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1.3.2 Substances and coping in PSTD 
 While much literature exists on substance use as a mechanism to relieve distress 
in Veterans with PTSD, only one particular identified study has examined psychological 
coping skills deficits in this population. In this study, the longitudinal coping mechanisms 
of male Veterans with comorbid PTSD and SUD enrolled in a randomized controlled trial 
of the seeking safety treatment intervention were assessed. The researchers found that 
avoidant coping styles were significantly associated with PTSD symptoms and drug use, 
but not alcohol use (Boden et al., 2014).  
 
1.4 The Present Study 
1.4.1 Rationale 
Based on the results produced by Boden and colleagues (Boden et al., 2014) and 
the trends seen in problem-solving in PTSD samples in general, it is likely that Social 
Problem-Solving (SPS), a Cognitive and Behavioral coping paradigm, plays a significant 
role in the relationship between PTSD symptoms and substance abuse. SPS is an 
orthogonal construct that consists of two problem orientations, Positive Problem 
Orientation (PPO) and Negative Problem Orientation (NPO), and three problem-solving 
styles, Rational Problem Style (RPS), Impulsive Careless Style (ICS) and Avoidant Style 
(AS). The literature would suggest that perhaps those that have more adaptive problem-
solving orientations and styles would possess the coping skills to manage post-military 
reintegration stressors and PTSD symptomology without the use of substances. Due to 
the fact that research on this avenue is scarce, and that many studies on PTSD and SUDs 
in military Veterans often focus on one gender or on only combat Veterans, a study 
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examining problem-solving across Veterans would be a meaningful addition to the 
literature. Additionally, due to the fact that much of the previous related literature focuses 
on those only on those with diagnoses of PTSD and SUD, those with subsyndromal 
levels of symptomology are often neglected in the research; as such, this study aims to 
investigate individuals across the spectrum of PTSD and SUD symptoms.  
 
1.4.2 Implications 
Due to the fact that PTSD and SUD symptomology is highly prevalent among 
Veterans, particularly newly returning Veterans, more specific research on the model of 
the connection between the symptomology of these disorders need be conducted. Should 
social problem-solving deem a significant factor in this model, that would have very 
meaningful clinical implications and applications. Particularly, Problem-Solving 
Therapy, which focuses on building adaptive social-problem solving skills with the 
unique addition of emotional regulatory skill building, could potentially serve as an 
efficacious intervention for such individuals either as a standalone treatment or as a 
supplement to PTSD-focused interventions.  
 
1.4.3 Aims and Hypotheses 
Two primary aims and several exploratory aims were explored: 
 
! Primary Aim 1: To determine if SPS, as measured by SPSI-R scale scores PPO, 
NPO, RPS, ICS, and AS, significantly moderates the predictive effects PTSD 
symptoms on alcohol use. 
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" Hypothesis: There will be an interaction effect between PTSD symptoms and 
SPS on alcohol use. 
! Primary Aim 2: To determine if SPS, as measured by SPSI-R scale scores PPO, 
NPO, RPS, ICS, and AS, significantly moderates the predictive effects PTSD 
symptoms on drug use. 
" Hypothesis 2: There will be an interaction effect between PTSD symptoms 
and SPS on drug use. 
 
! Exploratory Aim 1: To determine if there is a difference in SPS, as measured by 
SPSI-R scale scores PPO, NPO, RPS, ICS, and AS, between combat Veterans and 
non-combat Veterans.  
" Hypothesis: Combat Veterans will have significantly poorer, as indicated by 
lower SPSI-R PPO and RPS and higher SPSI-R NPO, ICS, and AS, than will 
non-combat Veterans. 
! Exploratory Aim 2: To determine if individuals differ in their SPS abilities, as 
measured by SPSI-R scale scores PPO, NPO, RPS, ICS, and AS, depending on 
whether their trauma occurred before, during, or after their military service.  
" Hypothesis: SPS will significantly differ between endorsement of pre, peri, 
and post-military traumas. 
! Exploratory Aim 3: To determine if SPS, as measured by SPSI-R scale scores PPO, 
NPO, RPS, ICS, and AS, significantly moderates the predictive effects of the 
presence of a military injury/disability on alcohol use. 
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" Hypothesis: There will be an interaction effect between presence of a military 
injury/disability and SPS on alcohol use. 
! Exploratory Aim 4: To determine if SPS, as measured by SPSI-R scale scores PPO, 
NPO, RPS, ICS, and AS, significantly moderates the predictive effects of the 
presence of a military injury/disability on drug use. 
" Hypothesis: There will be an interaction effect between presence of a military 
injury/disability and SPS on drug use. 
 
METHODS 
 This study was approved by the Institutional Review Board of Drexel University.  
2.1 Sample 
The sample included 160 Veterans of the United States Military. The following 
inclusion criteria were used to recruit participants: 
a. Must be a Veteran of the United States Military 
b. Must not be an active service member in the United States Military. 
c. Must be 21 years of age or older 
d. Must be able to speak English fluently as a first or second language 
  
Veteran criteria was defined as someone who has (a) served in the active military 
service in either the Air Force, Army, Coast Guard, Marine Corps, and/or Navy, and was 
separated under any condition other than dishonorable, and/or (b) served in the National 
Guard or Reserves and was previously called to active duty and discharged honorably. 
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2.2 Recruitment 
For this study, 160 Veterans of the United States Military were enrolled to partake 
in an online or in-person survey. Participants were recruited at organizations through in-
person recruitment at venues including the Greater Philadelphia Veterans Network, the 
Veterans Multi-Service Center, and Drexel University’s campus. Additionally, 
recruitment occurred through flyers at local businesses, emails on relevant list-serves 
(e.g., American Psychological Association’s Division 19 for Military Psychology), 
message boards (e.g., “MyPTSD”, “RealWarriors.net”), and announcements on social 
media platforms (e.g., Facebook groups for Veteran organizations). Lastly, the study was 
listed on Amazon’s Mechanical Turk as an online “HIT” to be completed. Mechanical 
Turk is an online workforce where individuals can post small work tasks they would like 
completed by others. Individuals can register as “workers” and complete tasks that they 
qualify for and receive small amounts of financial compensation.  Research has suggested 
that Mechanical Turk participants are more diverse than a general internet and 
convenience sample and can be trusted for high quality and reliable data (Buhrmester, 
Kwang, & Gosling, 2011). Individuals who heard about the study through word of mouth 
were also invited to participate. Any individual who contacted the study team with 
interest in participation was provided with the eligibility criteria and a link for the study.   
 
The study was advertised as a one-session online or in-person participation, with 
an expected completion time of approximately 30-40 minutes. As an incentive for 
participation, individuals were provided with the option to register in an unlinked second 
survey to enter a raffle to win one of three $25 Amazon gift cards. Names and contact 
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information for the raffle drawing were unlinked subjects’ data. Additionally, individuals 
who completed the study through Amazon Mechanical Turk, and whose data passed 
certain validity checks, were granted $0.20 for the completion of the work. This 
compensation was determined based on the compensation provided in other similar 
psychological research surveys. Validity checks included manual review of the (a) 
“MOS/Rate” question and (b) plausibility and consistency between campaign served, age, 
and time since discharge. Individuals who provided an invalid or implausible response 
(e.g., age 25, served in Vietnam War) were excluded.  
 
2.3 Measures 
Demographics. A demographic form was designed for this study and assessed: 
(1) basic demographic information: age, self-identified race/ethnicity, marital 
status, having children, income bracket, occupational status, 
(2) basic health information: presence of listed chronic medical conditions, 
tobacco use, having a psychiatric diagnosis, currently receiving psychiatric or 
psychological intervention, 
(3) basic military history: branch, campaign served, MOS/rate (i.e., job or 
position in the military), deployment and combat history, history of a military 
injury/disability, time since discharge. 
 
Social Problem-Solving (SPS). In order to measure SPS the Social Problem-
Solving Inventory-Revised: Short Form (SPSI-R:SF; D’Zurilla et al., 2002) was used. The 
short version of the SPSI-R is a 25-item multi-dimensional measure of social problem-
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solving ability derived from a factor analysis of the original theory-driven Social 
Problem-Solving Inventory (D’Zurilla & Nezu, 1990). In addition to a total score, it 
consists of five scales that measure two constructive dimensions (positive problem 
orientation, rational problem solving) and three dysfunctional dimensions (negative 
problem orientation, impulsivity/carelessness style, avoidance style). Higher scores on a 
given scale represent higher levels of that particular problem-solving dimension. 
Research has found the SPSI-R to have strong internal consistency (range of alpha 
coefficients of .79 - .95 across the five scales) and test-retest reliability (estimates of .93 
and .89 for the total score over a 3-week period among two different samples), as well as 
strong structural, concurrent, predictive, convergent, and discriminant validity (D’Zurilla 
et al.)  
 
Posttraumatic stress disorder (PTSD) symptoms. In order to measure PTSD 
symptoms, the PTSD Checklist for DSM-5 (PCL-5; Weathers et al., 2010) was used. The 
PCL-5 is a 20-item self-report scale that measures the presence of PTSD symptoms on a 
0-4 scale. The previous version of this scale, which was based on DSM-IV criteria for 
PTSD, demonstrated high sensitivity, specificity, and reliability as compared to a gold 
standard clinician-administered structured interview (Prescott et al., 2014). PCL-5 scores 
have been shown to be highly correlated with the original PCL (r = 0.95). The PCL-5 has 
also been shown to have high internal consistency (α = 0.97) and temporal stability 
(Keane et al., 2014). The PCL-5 continues to be one of the most widely used measures of 
PTSD symptomatology in both military and VA health care settings. This assessment was 
used to measure symptomology associated with whatever traumatic experience the 
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individual decides to rate on regardless of whether the trauma was military-related or 
occurred during military service.  
 
At the end of the PCL, two questions were addended to assess the temporal and 
contextual nature of the trauma. Firstly a question asked individuals to check off all of the 
descriptors that characterize the nature of the trauma, e.g., sexual assault, physical 
assault, motor-vehicle accident, combat incident, natural disaster, non-combat military 
trauma, abuse/neglect, other. A second question assessed if the trauma occurred: (a) prior 
to military service, (b) while active duty, but was not military related (i.e. did not occur in 
the confines of a military location, job, responsibility and/or duty), (c) during military 
service and was military related (e.g., occurred in the confines of a military location, job, 
responsibility and/or duty), or (d) post-military service.  
 
Alcohol use.  Firstly, a DSM-5 Alcohol Use Disorders checklist was utilized to 
assess whether or not individuals met criteria for an alcohol use disorder. This measure 
included 11 questions assessing the impact of alcohol use and potential withdrawal 
symptoms all within the past 12 months. Individuals were instructed to assess whether 
statements that captured these domains were true of them with “Yes” or “No” answers. 
Individuals who endorsed 2-3 symptoms were classified in the “Mild” category for 
substance abuse, 4-5 symptoms were identified in the “Moderate” category, and six or 
more symptoms qualified individuals for the “Severe” category. These criteria were 
determined by the Substance Use classification of the Diagnostic and Statistical Manual, 
Fifth Edition (DSM-5; APA, 2013). 
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In addition to the use of dichotomous questioning to determine diagnostic criteria 
of substance abuse, the Alcohol Use Disorders Identification Test (AUDIT) was used to 
assess frequency, dependence, and functional impairment with regards to alcohol use. 
The measure was developed by the World Health Organization (WHO) as a screening 
tool to assess for problematic alcohol drinking behaviors. The measure is a 10-item self-
report questionnaire that measures the amount and frequency of alcohol intake, 
dependence on alcohol and complications resulting from alcohol consumption (Meneses-
Gaya, Zuardi, Loureiro, & Crippa, 2009; Shevlin, & Smith, 2007). The assessment 
produces a total score and many use a cutoff score of 5-8 to identify hazardous drinking; 
the literature on the optimal cutoff is mixed, generally dependent on the population being 
measured (Reinert, & Allen, 2007). Studies on the psychometric properties of the scale 
have found it to have high internal consistency ranging from 0.75 to 0.97, as well as 
medium to strong test-retest reliability and construct validity (Reinert, & Allen, 2007) 
 
Drug use. Drug use was measured by the Drug Use Disorders Identification Test 
(DUDIT). Drug use was qualified as the consumption of illicit drugs or prescription drugs 
used outside of a prescription (e.g., drugs used in greater quantity or frequency than at the 
direction of the prescribing physician, drugs used for an indication other than that for 
which the prescription was written, or a prescription belonging to someone else). The 
DUDIT was developed in Sweden as a complementary measure to the AUDIT (Berman, 
Bergman, Palmstierna, & Schlyter, 2005). It is an 11-item self-report measure that, much 
like the AUDIT, assesses amount and frequency of, and dependence on drug use with 
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substances other than alcohol or tobacco. Accompanying the questionnaire is a list of 
illicit and prescription drugs that aid the participant in determining if they use drugs that 
qualify for the questionnaire. In a study conducted by Voluse and collogues (Voluse et 
al., 2012), psychometric properties of the AUDIT were assessed in a clinical population 
in the United States. The study found that the internal consistency was very high with a 
Cronbach's alpha coefficient of .94 as well as good convergent and discriminant validity 
(Berman et al., 2005).  
 
Screening measures were chosen for the measurement of substance use as 
opposed to a symptom severity index as the study was to be conducted in a non-clinical 
sample and many substance use abuse symptom severity scales, by nature of their 
purpose, assume abuse. However, in this sample it is not to be assumed that all 
individuals use and abuse substances. 
  
2.4 Procedure 
The completion of the study questionnaires took place through the online 
Qualtrics system as well as in-person with “paper and pencil” survey completion. 
Individuals who were interested in completing the survey online were directed to the 
study through an online Qualtrics link advertised through the aforementioned recruitment 
methods. Participants then reviewed the online consent form and were instructed to 
complete the following questions: “Do you understand the above information? (Yes / 
No)” and “Based on the above information, do you agree to participate in this study? If 
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yes, please click here and continue on to the next page. If no, please click the withdraw 
button on the top right hand corner of your screen.” 
 
Following the second question, individuals who selected the former statement 
were presented with the first set of questionnaires on the next screen. The first set of 
information that was collected was demographic information, which included questions 
about age, sex, race, education history, occupation status, socioeconomic status, basic 
medical and psychiatric history, and military history. Participants then completed the 
primary questionnaires in the following order: SPSI-R, Alcohol Checklist, AUDIT, 
DUDIT, and PCL-5 with supplement. After participants completed the presented 
questionnaires, they were then presented with a screen with the following statement: “I 
agree that I completed the previous questionnaires to the best of my ability.” In response, 
participants were required to select “Yes” or “No.” Lastly, they were provided with the 
following prompt: “If you had any difficulties completing the previous questionnaires 
(e.g., there was something you did not fully understand, etc.), please list them below. This 
will help us interpret your data with the utmost accuracy.” 
  
 While most participation was expected and intended to occur online in order to 
standardize the process, paper copies of the survey were available for those who do not 
have computer access or do not feel comfortable with computer use. All instructions for 
paper copy surveys were identical to the online survey with the small exceptions of 
computer language (e.g., “click here”) being omitted. 
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 All participants, regardless of their method of participation and survey responses 
were provided with a resource list at the end of the survey (this was available for 
download at the end of the online survey and handed to the participants who completed 
in-person). The resource list provided individuals with information about how to seek 
help should they be experiencing distress and benefit from having direction in seeking 
support, as well as information about the study team should they have questions or 
concerns regarding the study procedures. Given the fact that the study was largely 
conducted online and was anonymous, and question responses exposing potentially high 
vulnerability were elicited, this was deemed an important step in clinical and ethical 
integrity.  
 
2.5 Statistical analysis 
2.5.1 Power Analysis  
For this study a power analysis was conducted using G*Power version 3.1.7. Per 
commonly held conventions in psychological science research as well as the guidelines 
suggested by G*Power, a medium effect size (.15), an alpha level of .05 and power of .95 
was used. Based on the primary hypotheses with which three predictors were planned to 
be used (PTSD symptoms, social problem-solving, and their interaction term) it was 
determined that 119 individuals would be needed in order to meet power. Given the wide 
range of Veterans to be recruited, the variance in recruitment resources to be used (and 
the subsequent differences between sources), and the expectation that more than the 
needed 119 individuals would be able to be recruited, the target sample size was 
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increased to 160 individuals. As this successfully occurred, the sample was more than 
adequately powered to examine the primary hypotheses.  
 
2.5.2 Descriptive and frequency statistics 
All data analysis was conducted using IBM SPSS 23. Firstly, descriptive and 
frequency statistics were run to assess demographic information, as well as central 
tendency scores for the assessment measures. Additionally, a correlation matrix was 
conducted between key demographic variables, as well as the scores of the SPSI-R, PCL, 
AUDIT, and DUDIT.  
 
2.5.3 Primary and exploratory aims analysis 
In order to assess the primary hypotheses, ten centered multiple linear regressions 
were performed. In five of those regressions alcohol use were used as the measure of 
substance use and in the remaining regressions drug use was used as the measure of 
substance use. In all of the regressions, PTSD symptoms, SPS, and an interaction term of 
PTSD symptoms and SPS served as the predictive variables and substance use as 
measured by alcohol use and drug use served as the outcome variable. As a measure of 
SPS, each of the five scale scores was used for each regression. Interaction plots were 
produced using Daniel Soper’s “Interaction” software. 
 
In order to assess Exploratory Aims 1, an independent samples t-test was used. 
For Exploratory Aim 2 an Analysis of Covariance (ANCOVA) was used imputing factors 
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that correlated with SPS as covariates. Lastly, for the assessment of Exploratory Aims 3 
and 4, five centered hierarchical linear regressions (each) were used. 
 
2.5.4 Missing Data 
Missing data was prevented as best as possible by including an online prompt of 
skipped questions on most questions of the online version of the survey and by review of 
paper surveys after in-person participants completed and handed in their paper survey. 
Regardless of these precautions, several values were missing on questions due to 
oversight or individuals wishing to not respond to certain questions. The amount of 
missing data, however, was minor and likely insignificant. Nevertheless, a protocol was 
determined for missing data. For items where inferences could not be made (e.g., age or 
type of trauma indicated on the PCL), responses were left blank. Due to the fact that only 
very few of such values were missing, it was determined that any gaps would not have a 
meaningful detriment of bias to the results. For assessment items of the SPSI-R, PCL, 
AUDIT, and DUDIT, imputation was used. More specifically for the PCL, AUDIT, and 
DUDIT, sample means for the item missed were imposed. For the SPSI-R, the participant 
mean for any scale was used for the items missing for the corresponding scale. This 
procedure was based on the procedures suggested in the assessment manual for the 
measure (D’Zurilla et al., 2002). Information about missing demographic items can be 
seen in the corresponding tables in Appendix A. 
 
RESULTS 
3.1 Sample characteristics 
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3.1.1 Demographic characteristics 
Demographic characteristics of the sample are summarized in Table 1. The 
sample consisted of 119 males (74.4%) and 41 females (26.6%) between the ages of 21 
and 74, with a mean age of 43.9 years (SD = 14.8). The majority of participants self-
identified as Caucasian (63.8%) and Black (21.3%). The participants varied widely 
between occupational categorizations and income levels, however, slightly over half of 
the sample fell under the $40,000 income bracket (56.3%). Approximately 44% of 
individuals identified as married or living with a partner, with the remaining indicating 
they were single/never married, widowed, or divorced.  
 
3.1.2 Health characteristics 
In addition to the aforementioned basic demographic questions, several health 
domains were assessed (Table 2). Firstly, slightly less than half of the participants 
indicated that they currently use tobacco, or have in the past 30 days (48.1%). 
Furthermore, several chronic medical conditions were endorsed within the past 12 
months: 29.4% chronic pain, 20% hypertension, 12.5% diabetes, 3.1% cardiovascular 
disease, 2.5% cancer, 2.5% chronic obstructive pulmonary disease (COPD), and 1.9% 
stroke. Of likely important consideration with regards to these rates of chronic illness is 
the sample’s mean age, which likely provides context for these relatively low rates of 
impaired health.  
 
 With regards to psychological and psychiatric health, the majority of the sample 
did not report having a psychiatric or psychological disorder (63.1%), however, the 
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amount of those who did was not negligible. The portion of individuals who reported not 
currently using or engaging in psychological or psychiatric treatment mirrored the 
previous statistic at a rate of 64.6%, however, the remaining individuals reported some 
combination of use of psychotherapy (6.3%), medication (12.5%), or both (16.9%). 
Along with self-reported disclosures of mental health diagnostics, the DSM5 Alcohol Use 
Checklist and PCL were used to determine diagnostics with frequency statistics. Per of 
the National Center of PTSD, the creator and authoritative body on the use of this 
measure (Weathers et al., 2013), a cut-off score of 33 was used to determine eligibility 
for a PTSD diagnosis. Given this, 20.0% of individuals met criteria. Using the Alcohol 
Checklist, 23.7% of individuals met a mild, moderate, or severe level of alcohol use 
disorder.  
 
3.1.3 Trauma characteristics endorsed 
 The trauma experiences endorsed by the participants were diverse in nature, 
covering the major categories of traumatic events possible (Table 3). The most common 
experiences were military traumas, including combat and non-combat experience (33.8%, 
combined), with motor vehicle accident (10.6%), sexual assault (7.5%), and physical 
assault (6.9%) following, among others. Six individuals (3.8%) indicated that their 
traumas qualified in more than one category. In addition to type of trauma, individuals 
were also asked to identify temporal and contextual nature of their reported trauma 
(Table 4). Traumas that occurred prior to military experienced did so at a rate of 12.5% 
and those after the military at a rate of 36.3%. Approximately 13.1% experienced a non-
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military trauma while serving in the military, with 36.3% experiencing a military trauma 
while active duty.  
 
3.1.4 Military history characteristics 
 The individuals in the sample displayed a wide variation in military history 
characteristics (Table 5). Approximately half of the sample served in the Army (50.6%), 
with the Navy, Marine Corps, and Air Force, being notably represented (18.1%, 13.8%, 
13.1%, respectively). Approximately 4.4% indicated having served in multiple branches. 
A large cohort of the sample was comprised of recently returned Veterans who served in 
OEF/OIF/OND campaigns at approximately 46.9% cumulatively. Around 20.4% of 
participants served in either Korean, Vietnam, or Persian Gulf War Campaigns, with the 
remaining individuals having served in an “other/no campaign” or during “peacetime”. A 
large majority of the participants were deployed at least once (65.6%), and of those, one-
third had combat experience (33.8%). Across the sample, the mean time since discharge 
was 17.0 years (SD = 15.0).  
 
3.1.5 Sample profile vs. general Veteran population 
 In interpreting and assessing the produced statistics, it is helpful to recognize how 
the study sample’s profile fares in comparison to the general Veteran population. 
Unfortunately general Veteran population statistics are not widely available due several 
limiting factors. Firstly, the National Center for Veterans Analysis and Statistics does not 
release comprehensive Veteran statistics and the reports that are in fact released focus on 
VA service and benefits utilization, neglecting those Veterans who do not utilize VA 
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care. Furthermore, while several other non-profit organizations release statistics on 
Veterans, they are typically focused on specific subsets of the population, such as, 
homeless Veterans, injured Veterans, or a growing portion of the force, female Veterans. 
As such, for the purpose of this comparison, a 2013 DoD statistical report will be used. It 
should be noted, however, that trends in military and Veteran profiles have changed 
throughout the course of the past several decades, from which this study sample is 
represented. This is largely due to wars and drafts, changes in regulations (e.g., the recent 
expansion of roles for females), and changes in attitude to joining (which may reflect 
changes in demographics of those who enlist). Nevertheless, it is expected that the recent 
2013 report is an adequate indicator of the military, and subsequently the Veteran 
population overall, and is particularly appropriate for this sample given the lower age-
range skew of the sample.  
 
 According to the Military OneSource 2013 report on military demographics 
produced by the Office of the Deputy Assistant Secretary of Defense, of active duty 
service members 38.5% were in the Army, 23.8% were in the Air Force, 23.3% were in 
the Navy, and 14.3% were in the Marine Corps. While the current sample’s Marine Corps 
cohort was nearly consistent, the Air Force and Navy cohorts were slightly lower, and the 
Army cohort was notably larger. This sample’s profile, while slightly different than the 
census numbers from the 2013 statistic, is actually consistent with the historical trends 
seen in the military where Navy and Air Force numbers have decreased from 1995 – 
2010, leading to increase in Army and Marine Corps. In terms of gender, this study’s 
sample consisted of a higher number of females (25.6%) that the 2013 statistics (14.9%). 
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It should be noted, however, the since 2013 there have been regulation changes 
increasing position availability (most specifically combat positions) for women, and it is 
expected that numbers of females in the military have been and will be increasing. Race 
estimates reported in the 2013 profile are similar to sample numbers, with 69.3% of 
individuals being White (compared to the current sample’s rate of 63.8%) and 17.0% 
being Black (compared to the current sample’s rate of 21.3%). Age and campaigns served 
cannot be compared due to the fact that the 2013 report assess [at-the-time] current 
service members.  
 
3.2 Preliminary analyses 
3.2.1 Descriptive statistics of assessment measures 
Descriptive statistics of the independent and dependent variables, including 
means, standard deviations, minima, and maxima, were computed for all continuous 
assessment variables, and are summarized in Table 6. Compared to a study sample from 
an early investigation of the PCL-5 completed in the VA system (Bovin et al., 2015), the 
individuals in this sample reported lower levels of PTSD symptoms (M = 17.40, SD = 
16.90, as compared to M = 36.97, SD = 21.16). It should be noted, however, that in the 
reported psychometric investigation, two samples were included, one of which has an 
inclusion criteria requirement of a traumatic experience with at least one PTSD symptom. 
This differs from the present study in which individuals were not required to have 
experienced a PTSD qualified traumatic event. 
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Compared to the general normative population, the Veterans in this sample 
presented with lower rates of each of the five social problem-solving scales, PPO, NPO, 
RPS, ICS, and AS, at means of 8.4 (SD = 4.1), 3.0 (SD = 3.5), 8.4 (SD = 3.8), 3.9 (SD = 
3.3), and 2.6 (SD = 3.1), respectively. This is contrasted with the norms of young adults 
(ages 17-39) and middle-adults (age 40-55): PPO mean = 11.9 and 13.5 (SD = 3.9 and 
3.9), respectively; NPO mean = 8.1 and 5.2 (SD = 5.7 and 3.9), respectively; RPS mean = 
11.0 and 12.1 (SD = 3.8 and 3.6), respectively; ICS mean = 7.1 and 4.8 (SD = 4.0 and 
4.3), respectively; and, AS mean = 7.0 and 4.4 (SD = 4.8 and 3.7), respectively (D’Zurilla 
et al., 2002).  
 
This sample showed a particularly low level of alcohol use with an AUDIT mean 
score of 3.2 (SD = 4.7). The AUDIT guidelines recommend that a score of eight be used 
to determine hazardous or harmful alcohol use (Babor, Higgins-Biddle, Saunders & 
Monteiro, 2001). While the AUDIT is commonly used within the VA system to screen 
for alcohol misuse and dependence in outpatient mental health and primary care settings, 
the brief two or three item versions are most often used and therefore, comparable norms 
for the full 10-item version are not widely available. However, one study conducted 
within the Memphis VA Healthcare System primary care department found that the 
average score on the 10-item AUDIT used in the present study was a 5.1 (SD = 7.1) 
(McDevitt‐Murphy et al., 2010). Similarly, the individuals in the current sample endorsed 
a considerably low level of drug use at a mean DUDIT score of 1.8 (SD = 4.0). The 
psychometrically determined cut-off for drug abuse and dependence is considered to be a 
score of 8 (Berman et al., 2005; Voluse et al., 2012). Given the fact that this assessment is 
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relatively new in use within the United States, norms of this assessment, particularly with 
a general, non-pathological and adult population, are scant.  
 
3.2.2 Correlations matrix of demographic and assessment measures 
A correlation matrix was produced in order to assess the relationship between 
several key demographic variables and all assessment variables: age, gender, income 
level, tobacco use, deployment experience, combat experience, presence of a military 
injury, time since discharge, PCL score, all five SPSI-R scales scores, AUDIT score, and 
DUDIT score (Table 7). Many significant correlations were found at the .01 and .05 
levels within demographic variables, within assessment measures, and between 
demographic and assessment variables. Of specific note, (a) income was largely 
correlated with other demographic variables, as well as SPSI-R NPO, SPSI-R AS, and 
DUDIT, (b) PCL was correlated with gender, tobacco use, deployment experience, SPSI-
R NPO, SPSI-R ICS, SPSI-R AS, AUDIT, and DUDIT, and (c) AUDIT, DUDIT, and 
tobacco use were all correlated with each other.    
 
3.3 Primary analyses 
3.3.1 Assumptions for hypothesis testing 
Descriptive statistics were conducted to check the major assumptions of a 
multiple regression: linearity, normality, homoscedasticity, and independence of 
residuals. Testing revealed that all assumptions were met, and as such, transformation of 
any of the variables was not necessary.   
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3.3.2 Determination and use of covariates 
The correlation matrix discussed previously revealed several demographic 
variables to be significantly statistically correlated with alcohol use and/or drug use, and 
were thus entered as covariates in the first block of the regression. For the alcohol use 
regressions, age, income, tobacco use, deployment, and DUDIT scores were entered as 
covariates, while income, tobacco, psychiatric treatment, and AUDIT scores were used 
for the drug use regressions. 
 
3.3.3 Aim 1: To determine if SPS significantly moderates the predictive effects PTSD 
symptoms on alcohol use 
For this aim, five hierarchical linear regressions with centered predictor variables 
were used. In each of the regressions, a block of covariates, PCL, SPSI-R, and a 
PCLxSPSI-R interaction were used as predictor variables, whereby each of the five SPSI-
R scales was used as the measure of social problem-solving. AUDIT score was entered as 
the dependent variable. The comprehensive regression models for each of these 
regression can be seen in Tables 8-13, however, in summary, (a) PCL significantly 
predicted AUDIT scores (b = .7, t(1,151) = 3.4, p <.001), and (b) while the five SPSI-R 
scales did not predict alcohol use in and of themselves, the interaction term between PCL 
and the SPSI-R scales of RPS, ICS, and AS, were significantly predictive of AUDIT 
scores ((b = .01, t(1,149) = 2.1, p =.04); (b = .02, t(1,149) = 2.6, p =.01); (b = 
.01, t(1,149) = 2.1, p =.03), respectively). These significant interaction effects can be seen 
plotted in Charts 1-3. 
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3.3.4 Aim 2: To determine if SPS significantly moderates the predictive effects PTSD 
symptoms on drug use 
To assess this potential predictive relationship, five hierarchical linear regressions 
with centered predictor variables were used (Tables 14-19). The structure of this analytic 
procedure was nearly identical to that of Aim 1, however, DUDIT was entered as the 
dependent variable. The comprehensive regression models for each of these regression 
can be seen in Tables 14-19, however, in summary, (a) PCL did not significantly predict 
DUDIT scores (b = .02, t(6,114) = .8, p <.39), and (b) while none of the five SPSI-R 
scales predicted drug use in and of themselves at the .05 level, the interaction term 
between PCL and the SPSI-R AS, nearly did so (b = .02, t(1,111) = -1.9, p =.06). 
  
3.4 Exploratory analyses 
3.4.1 Aim 1: To determine if there is a difference in SPS between combat Veterans and 
non-combat Veterans 
 In order to investigate this theory, an independent samples t-test was conducted 
(Table 20). Results of this test revealed that there was no difference in SPSI PPO (t(119) 
= 1.00, p = .32), SPSI-R NPO (t(119) = .38, p = .70), SPSI-R RPS (t(119) = .19, p = .85), 
SPSI-R ICS (t(119) = .00, p = .58), or SPSI-R AS (t(119) = -.57, p = .57) between 
individuals who were in combat as compared to those who were not. These results should 
be interpreted with caution due to the fact that only 33.8% of the sample (n = 54) 
indicated they served in a combat zone, and therefore, the between-groups comparison is 
uneven in frequencies.  
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3.4.2 Aim 2: To determine if individuals differ in their SPS abilities depending on 
whether their trauma occurred before, during, or after their military service 
 A one-way ANOVA of trauma time/context yielded no significant differences 
between groups in regard to the five scales of SPS (Table 21). This suggests that in the 
capacity that PTSD trauma and psychopathological functioning was assessed, there was 
no relationship between when the trauma occurred (as well as whether or not it was 
military), and how individuals view and solve problems.  
 
3.4.3 Aim 3: To determine if SPS significantly moderates the predictive effects of the 
presence of a military injury/disability on alcohol use 
Five hierarchical linear regressions were conducted in order to assess whether or 
not presence of a military injury/disability was predictive of alcohol use, and further, 
whether or not SPS interacted with it to add to it’s predictive ability (Tables 23-27). In 
each of the regressions, a block of covariates (age, income, tobacco use, deployment, and 
DUDIT), injury/disability, SPSI-R, and an injury x SPSI-R interaction were used as 
predictor variables, whereby each of the five SPSI-R scales was used as the measure of 
social problem-solving. AUDIT score was entered as the dependent variable. Tables 23-
27 present a complete review of each of the regressions, however, in summary, while 
injury did not significantly predict AUDIT scores (b = .7, t(6,151) = -.27, p =.78), 
positive problem orientation and rational problem-solving style added to the predictive 
ability of injury as both interactions were significant (b = .19, t(8,149) = -.27, p =.02; b = 
.40, t(8,149) = 2.32, p =.02, respectively). These significant interaction terms can be seen 
plotted in Charts 4 and 5. 
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3.4.4 Aim 4: To determine if SPS significantly moderates the predictive effects of the 
presence of a military injury/disability on drug use 
A similar assessment to the previously discussed analysis was carried out for this 
aim, however, drug use was substituted for alcohol use and the covariates used were 
tobacco use, psychiatric diagnosis, psychiatric treatment, deployment, combat and 
AUDIT score. As can be seen in Tables 28-32, similar to the previous aim and set of 
regressions, injury did not significantly predict DUDIT scores (b = -.09, t(6,151) = -
.14, p =.89), however, this time, the negative problem orientation scale of the SPSI-R 
added to the predictive ability of injury as the interact term of the two factors was 
significant (b = .36, t(7,150) = 2.15, p =.03). This significant interaction term can be seen 
plotted in Chart 6. 
 
DISCUSSION 
4.1 Review and Conclusions 
Evidence has increasingly suggested and shown that levels of Post Traumatic 
Stress Disorder (PTSD) occur at clinically significant rates in the Veteran population. 
Furthermore, and concerningly, these rates are highly correlated with use, abuse, and 
dependence of substances including alcohol and illicit drugs. While this has long been a 
concern, it will likely increase in scope with the large cohorts of recently returned and 
soon-to-be returning OEF/OIF/OND Veterans, many of whom with combat experiences 
which are sure to increase PTSD rates even higher. As the risk of chronic substance use is 
known to have potentially significantly detrimental effects to physical and mental health, 
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including the recovery process from a traumatic experience, these patterns are an 
important public health concern deserving of much research and policy attention. Despite 
the fact that the relationship between PTSD and substance use is seemingly intuitive, the 
literature on the coping mechanisms that are protective or risk factors in this relationship 
is surprisingly lacking. As such, this study aimed to investigate the potential fundamental 
components implicated in the relationship between PTSD and substance use at the core. 
Additionally, the foundations for several other important and related potential 
relationships were preliminarily explored.  
 
4.1.1 Preliminary findings 
 Several interesting findings were observed in a review of the sample. Firstly, the 
sample presented was skewed on the lower range of age given the age range possible 
among Veterans. This is likely due to the primary recruitment strategy of online 
advertisement which presumably caters to a slightly younger generation of Veterans 
(compared to many of those in the later decades of their lives, who may be more 
representative of those who receive care at VA Medical Centers). Additionally, the 
sample also skewed on the lower end of the PCL spectrum suggesting that the individuals 
who participated (1) had a lower incidence of trauma exposure, (2) had a lower average 
of trauma severity, and/or (3) had less adverse reactions to their traumatic experiences. 
This is not surprising given trends often seen or hypothesized in psychological research, 
in which studies as these may be naturally self-selecting, eliciting the engagement of 
those more active and motivated, and thereby likely of higher levels of functioning. This 
is contrasted with much research conducted in the VA Healthcare System in which 
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participants are often asked to participate based on their particular service engagement 
(e.g., being a patient in a mental health clinic) or targeted based on their 
psychopathology. This also likely explains why, despite presence of meaningful 
normative data, the means of AUDIT and DUDIT scores were low. However, 
interestingly, the number of those in the sample who indicated they were receiving 
psychological or psychiatric care was higher than the rate of those who met criteria for 
PTSD, suggested other psychopathology may be present. This observation should be 
interpreted cautiously, however, given that the interpretation of the question regarding 
psychological/psychiatric care may vary widely and objective measures of this factor 
were not used.  
 
4.1.2 Primary aim 1 
This study revealed that all three social problem-solving style domains moderated 
the prediction of alcohol use from PTSD symptomology. More specifically, rational 
problem-solving style (RPS) decreased the predictive effects of PTSD on alcohol, while 
impulsive-careless and avoidant styles increased the prediction slopes. These findings 
were in line with the study hypotheses suggesting that the way an individual engages in 
stress reduction and problem-solving may impact his or her likelihood to use alcohol to 
cope with current stress, past trauma, or the relationship between the two (e.g., a series of 
current stressors that trigger the re-experiencing of a past trauma). Furthermore, the 
direction of these supported relationships is also in line with theory and past research. It 
can be suggested that RPS allows an individual responding to a trauma or stressor with 
more ease, comfort, confidence, or certainty than he or she who operates with a less 
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rational style, thereby limiting the burden of the stressor or trauma and reducing the 
“need” for an external coping tool. Furthermore, those with a higher likelihood to 
approach stressors or traumas with increased impulsivity and carelessness are (1) less 
likely to yield progress or success in managing the stress/trauma; (2) not experience a 
decrease or attenuation of distress, or even notice an increase; and then, (3) find the 
“need” to use alcohol to suppress the residual or increased stress. Lastly, for those who 
employ a predominantly avoidant problem-solving style, alcohol may provide a 
mechanism to distance themselves from the stress or trauma. 
 
4.1.3 Primary aim 2 
 This study did not find the hypothesized moderating effects of any of the SPS 
domains on PTSD symptoms with regards to drug use. The reasons for this may be varied 
and there are several considerations that need be made. Firstly, while PCL scores and 
DUDIT scores did significantly correlate in the regression model, the predictive model of 
PTSD symptomology was lower. This may mean that while there is a strong relationship 
between these two factors, it may be bidirectional, cyclical, or have important mediation 
factors that are not accounted for. Should this be the case, and the relationship between 
PTSD and DUDIT not be as expected, adding SPS to the predictive relationship may not 
add additional meaningful value. Furthermore, per the findings of Possemato and 
colleagues (Possemato et al., 2014), should drug use impair the processing of a trauma 
and increase PTSD symptomology, the foundation for SPS processes to occur may be 
vulnerable, whereby maladaptive SPS becomes a consequence, rather than a risk factor.  
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 Additionally, while the DUDIT did specify the qualifications of “drug use” (use 
of illicit drugs, or use of prescription medications outside the scope of a prescription), the 
domain is slightly less defined than is “alcohol use” given the larger scale of what 
qualifies as a drug and where the qualifiers for drug use lie. In theory, while use of x 
milligrams of oxycodone for pain, y times a day would not qualify as “drug use” for this 
study, use of the same milligrams of oxycodone at even a slightly increased frequency 
would in fact qualify. However, research participants may not view it as such, and may 
under report such usage. Furthermore, within the variety of drugs, illicit and prescription 
alike, there exists vast variation in the psychoactive effects, risk of abuse, and perhaps 
relationship with other symptoms and behavior health. As such, these variations increase 
the difficulty to observe parallel liner relationships and may even decrease the validity of 
drug use measures in their intended use and capacity. 
 
 Lastly, the attitude towards drug use, the way in which it is used, and the impact it 
can have are important considerations for recognition, particularly given the previously 
discussed factor of drug use variation. As was presented, in the present sample drug use 
was significantly correlated with income. While income was used as a correlate in the 
corresponding regressions, this provides a potential insight into a greater point of 
conversation: the differing societal roles, approaches, and uses of drug. While in certain 
cohorts defined by any number of characteristics (including age/generation, community, 
diagnostic group, among many others) drug use may be used more socially and 
recreationally, in others it may be used for it’s perceived medicative effects, and yet in 
others it may be shunned greatly and avoided at all costs. This is, again, compounded, by 
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the vast differences in available drugs, and characterized by the legality of the drug and 
its “seriousness” (wherein cannabis may be perceived differently than hallucinogenics, 
for instance). The impact of these differing uses, as well as the attitudes that face them 
may impact individuals’ likelihood to use drugs to cope with distress. This may be 
contrasted with a substance such as alcohol, which may be more widely accepted and 
used for differing purposes in many societies and communities.  
 
 Another explanation to the proposed hypothesis is that quite simply, social 
problem-solving does not interact with PTSD symptoms in predicting drug use, 
regardless of the drug class, cultural factors, or demographics factors. Despite the fact 
that this relationship existed in the alcohol model, drug use is distinct from alcohol in 
terms of the effects that drugs may present (e.g., longer-term vs. shorter term; increased 
cognitive impairment; etc.) and the reasons that individuals use the substances, such that 
the relationship does not exist. The literature on the relationship between drug use and 
PTSD lacks the depth that the literature on alcohol use does, and given its wider-scale 
variability, there may be other constructs that may better fit in a conceptual model of drug 
use.  
 
4.1.4 Exploratory aims 
 This study found that, contrary to the hypothesis, there was no significant 
difference between any domain of SPS between combat and non-combat Veterans. As 
previously mentioned, the two independent samples were grossly unequal, which likely 
impacted the power of the analysis. Additionally, there was no significant difference 
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between any domain of SPS between those who endorsed trauma before, during, and 
after the military. As will be discussed further in the limitations, there are likely 
confounding variables in this analysis, resulting from mixing of potential multiple 
traumas, and a potential cyclical, rather than linear relationship between trauma and SPS 
development throughout the life course.  
 
 The analyses conducted for the last two exploratory aims partially supported the 
proposed hypotheses. Regarding the interaction between SPS and military incurred 
injury/disability on alcohol use, both PPO and RPS were found to be additive. 
Interestingly, in a similar regression with drug use as the dependent variable and AS as 
the SPS measure, AS was found to be additive. It is unclear why alcohol and drug use 
were impacted by different problem-solving styles; it is conceivable that regarding 
alcohol, an ability to thoughtfully respond to a stressor with the injury/disability as the 
contextual factor, that much like was proposed in the discussion for Primary Aim 1, the 
stressor is resolved with great enough ease or comfort to attenuate the need for alcohol. 
Contrastingly, in the model of AS and drug use, for one who’s tendency is to seek out 
avoidance coping mechanisms, drug use may be functional or an attractive tool at that.  
 
4.2 Limitations 
Although any anticipated factors and variables that may potentially bias 
participant responses or compound the hypothesized model were controlled for and 
anticipated as best as possible in the study design process, several limitations to this study 
should be noted and be taken into consideration in conceptualizing these results.  
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Firstly, this study was a cross-sectional study investigating the relationship 
between post-traumatic stress symptoms, social problem-solving, alcohol use, and drug 
use. Due to the fact that it was not longitudinal, while educated theorizing can elucidate 
the directionality (or multiple-directionality) of these factors, the linearity or causality of 
this relationship cannot be determined or assumed. Somewhat relatedly, due to the fact 
that a particular type or context (pre, peri, or post-military) of trauma was not specified to 
be reported, the variance in trauma, from one that occurred in the recent years of a 
participant’s life, to one from the early stages of one’s life, may effect the way an 
individual perceives his or her surroundings and approaches problems or stressors. Due to 
the fact that the point of trauma cannot be clearly demarcated on the timeline of 
participant’s social problem-solving style development (which may be constant 
throughout the lifetime or prone to change), this adds to the difficultly in assuming 
linearity.  
 
 While this study was designed with the intention of including individuals across 
the spectrum of PTSD symptomology and substance use, this method can be considered a 
limitation due to the fact that it is conceivable that the relationship between any 
combination of social problem-solving, PTSD symptoms, alcohol use, and drug use 
varies at different levels of psychopathology, thereby hindering any potential significant 
relationships from revealing themselves. More specifically, it is possible that at high 
levels of PTSD symptoms the relationship between risky or dangerous substance use is 
strong with maladaptive coping (e.g., social problem-solving). Furthermore, as reasons 
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for using substances may vary by age and sociodemographic characteristics (e.g., where 
using substances may be considered a ”social activity” or cultural expectation for one 
cohort, it may be considered a “coping mechanism” or “last resort” for another), the 
relationship it holds with social problem-solving may vary within the sample.  
 
 Additionally regarding the sample, the individuals who completed it were 
recruited through two primary settings, which exhibited polar differences in many 
capacities. The first primary recruitment source was the Philadelphia Veterans 
Multiservice Center, which is a center that caters to predominantly low-income, 
homeless, or ill-supported Veterans. Contrastingly, the other primary source was Internet 
recruitment, largely through Mechanical Turk. It can be expected that the individuals who 
participated through this outlet are likely higher functioning proactive individuals who 
seek out resources or demonstrate interest in research. While it is possible that the 
combination of these two cohorts “averages” into the normative Veteran sample, it is 
unclear how representative this data is especially given he fact that these two 
distributions were uneven. 
 
Lastly, the online nature of this study may pose as a limitation. Due to the fact 
that individuals could participate in any environmental context they chose, there was a 
lack of controlled supervision of participation. Participants may have potentially 
participated in this study at times when their attention was not fully on the study itself, 
and without the presence of a researcher in their midst, individuals may have been 
potentially more careless or distracted while completing the survey. Furthermore, it is 
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possible that the interpretation of scales such as the PCL and AUDIT (regarding the 
clarification of what qualifies as illicit drug use) captured mixed interpretations in how to 
respond, may have seen variation and “noise” exacerbated by the lack of supervision and 
researcher instruction. While this may have been the case, investigation of the data 
suggests that individuals may have been careful and honest in their responses, and outside 
of the conduction of research within the VA system, online, confidential surveys are 
often considered to be preferred amongst the Veteran population where research wary is 
high and response honest can be low. 
 
4.3 Implications and Future Directions 
This study investigated a topic, or series of topics, that is highly prevalent, 
however, lacks evidence-based literature in many keys domains. Having a greater 
clinically-supported understanding of the relationship between substance use, coping, and 
trauma can have monumental impact for a patient population that requires much 
attention, direction, and care. This is of particular significance for the Veteran community 
which will likely see a large increase in diagnoses and need of care with the recently 
returned and upcoming returning Veterans, many of whom will increasingly experience 
distress and seek support as their diagnoses “develop” and their civilian integration pose 
as challenging.  
 
Much of the successful development of treatments and interventions for clinically 
significant psychopathological concerns is predicated on the theories behind the 
disorders, including functional purposes, maintaining factors, and risks and protective 
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factors. The conceptualization of moderation and mediation factors in a model of 
pathology can serve to create the foundation for more efficacious and clinically indicated 
interventions. With the aims and hypotheses of the current study in mind, it can be 
suggested that particular coping mechanisms, including one of a social problem-solving 
nature, may serve as protective or risk factor in the development of substance use in 
direct or indirect response to trauma. As such, in would be valuable to the literature-base 
to have additional studies investigate the functional analysis of substance use, along with 
coping strategies that are detrimental to healthy functioning or lacking in those 
functioning unhealthfully. Further investigation of CBT coping mechanisms such as 
social problem-solving in Veterans, particularly with a diagnostic level of trauma 
experience and post-trauma negative symptoms would be extremely meaningful, 
regardless of their results.  
 
With an increased knowledge of the aforementioned conceptual models, there is 
greater room for the development of treatment for those with substance abuse or at risk 
for substance abuse. One particular area of recommended investigation is into treatments 
with a focus on coping in regards to stress or triggers, with trauma-related or otherwise. 
One such area that may deem relevant is Problem-Solving Therapy, a therapeutic 
approach that aids individuals in learning how to better cope with the problems in their 
lives. Problem-Solving Therapy (PST) is a cognitive-behavioral intervention that focuses 
on understanding patterns of orientation in problem perception along with “strategic” 
assessment and approach of problems. Contemporary Problem-Solving Therapy adds a 
component of emotional regulation, in which individuals learn how to manage emotions 
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that are interfering with everyday life and effective problem solving. Given the cognitive 
and behavioral components of substance use and PTSD (e.g., avoidance, deflection, etc.), 
as well as those that are affective in nature (e.g., anxiety, anger), PST may be an 
appropriate approach for this population. Additionally, while PST focuses on the “real-
life” problems that individuals face on a regular basis, rather than executive functioning 
capacities, it is possible that the expansion of rigidity in solving-problems that is often 
targeted may be beneficial in the cognitive suppression (regarding executive functioning) 
that can be present in PTSD and substance use. Given this, a recommended future 
direction would be investigation of such interventions or skills-training akin to PST in a 
dual-diagnosis population. 
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APPENDIX A: Tables and Figures 
 
Table 1 
Demographic characteristics of the sample 
 
Variable Mean SD 
 
AGE 
 
43.9 
 
14.8 
   
Variable   Frequency   Percent 
 
GENDER 
  
            Males 119 74.4 
            Females 41 25.6 
RACE          
            Asian 3 1.9 
            Black 34 21.3 
            Hispanic/Latino 3 1.9 
            Native American 1 0.6 
            White/Caucasian 102 63.8 
            Other 2 1.3 
            Multiple Race 14 8.8 
            Undefined  1 0.6 
 MARITAL STATUS   
           Married / living with partner 71 44.4 
           Divorced / separated 35 21.9 
           Widowed 10 6.3 
           Single / never married 44 27.5 
OCCUPATION   
            Student 11 6.9 
            Full-time 39 24.4 
           Part-time 9 5.6 
            Volunteer 3 1.9 
            Retired 12 7.5 
            Unemployed 27 16.9 
            Disabled 18 11.3 
            Multiple 41 25.6 
INCOME   
            < $20,000 40 30.0 
             $20 – 40,000 42 26.3 
             $40 – 60,000 18 11.3 
             $60 – 80,000 16 10.0 
             $80 – 100,000 14 8.8 
             > $100,000 20 12.5 
             Unspecified 2 1.3 
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Table 2 
Health characteristics of the sample !
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Variable Frequency Percent 
 
SELF-REPORTED PSYCHIATRIC 
DIAGNOSIS 
  
            Yes 59 36.9 
            No 101 63.1 
PSYCHOLOGICAL TREATMENT          
            Yes, psychotherapy 10 6.3 
            Yes, medication 20 12.5 
            Yes, both psychotherapy and medication 27 16.9 
            No 103 64.4 
 PCL POSITIVE DIAGNOSIS   
           Yes 32 20.0 
           No 128 80.0 
DSM-5 ALCOHOL USE TYPE   
            None 106 66.3 
            Mild 20 12.5 
            Moderate 15 9.4 
            Severe 19 11.9 
TOBACCO USE   
            Yes 77 48.1 
            No 83 51.9 
MILITARY-INCURRED 
INJURY/DISABILITY   
            Yes 71 44.4 
            No 89 55.6 
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Table 3 
Types of trauma endorsed !
 
 
 
 
 
 
 
 
Table 4 
Time and context of trauma endorsed !!
 
 
 
 
 
 
 
Variable Frequency   Percent 
  
TRAUMA TYPE 
  
         Sexual assault 12 7.5 
         Physical assault 11 6.9 
         Motor-vehicle accident 17 10.6 
         Combat incident 34 21.3 
         Non-combat military trauma 20 12.5 
          Abuse/neglect 9 5.6 
          Natural disaster 3 1.9 
         None of the above 6 3.8 
          Other 28 17.5 
          Multiple 6 3.8 
          Not specified 14 8.8 
Variable Frequency   Percent 
  
TIME OF TRAUMA 
  
         Prior to military service 20 12.5 
         During military service, but was not military related  21 13.1 
         During military service, and was military related  58 36.3 
         Post-military service 58 36.3 
         Multiple 1 .6 
          Not specified 2 1.3 
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Table 5 
Military characteristics of the sample 
 
 
 
 
 
 
 
 
 
 
 
 
 
Variable Mean SD 
 
TIME SINCE DISCHARGE 
 
17.0 
 
15.0 
   
   
Variable   Frequency   Percent 
 
BRANCH 
  
           Army 81 50.6 
           Navy 29 18.1 
           Air Force 21 13.1 
           Marine 22 13.8 
           Multiple 7 4.4 
CAMPAIGN   
          Korean War 1 .6 
          Vietnam War 23 14.4 
          Persian Gulf War 15 9.4 
           OIF 22 13.8 
           OEF 14 8.8 
          OND 3 1.9 
           Other 47 29.4 
           Multiple 35 21.9 
DEPLOYMENT EXPERIENCE   
           Yes 105 65.6 
           No 55 34.4 
COMBAT EXPERIENCE   
           Yes 54 33.8 
           No, other: 67 41.9 
           N/A 39 24.4 
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Table 6 
Descriptive statistics of continuous variables  
 
 
 
 
 
 !!!!!
Variable Min Max Mean SD 
 
PCLtotal 0 60 17.40 16.90 
SPSI-Rppo 0 15 8.38 4.05 
SPSI-Rnpo 0 13 3.03 3.54 
SPSI-Rrps 0 15 8.36 3.77 
SPSI-Rics 0 15 2.94 3.26 
SPSI-Ras 0 13 2.64 3.10 
SPSI-Rtotal 6.20 18.00 13.63 2.43 
AUDITtotal 0 26 3.23 4.74 
DUDITtotal 0 23 1.84 4.04 
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Table 7 
Correlation matrix of key demorgraphic and assessment variables  
 
 
 
*   Correlation is significant at the 0.05 level (2-tailed). 
** Correlation is significant at the 0.01 level (2-tailed). 
 
 
 
 
 
 
 
 
 
 
 
 1. 2. 3. 4. 5. 6. 7. 8. 9. 10. 11. 12. 13. 14. 15. 16. 17. 
1. Age     1 -.26 ** -.12 -.06  .08  .27 **  .12  .88 ** -.15 -.04 -.02 -.01 -.03  .08 -.03 -.17 *  .09 
2. Gender -.26 **    1  .12  .08   .12   .14 -.14 -.24 **  .19 *  .01  .15  .11 -.20 *  .03  .04  .00 -.00 
3. Income -.12  .12    1  .22 **  -.31 **  -.24 ** -.19 * -.27 **  .05  .14 -.16 *  .02 -.14 -.16 *  .18 * -.05 -.21 ** 
4. Tobacco -.06  .08  .22 **    1  -.07  .07  .07 -.09 -.23 ** -.06 -.03 -.01 -.08  .03  .00 -.29 ** -.22 ** 
5. Deployment  .08   .12 -.31 ** -.07    1  .35 ** -.04  .22 **  .23 ** -.14  .21 ** -.09  .07  .14 -.19 *  .04  .18 * 
6. Combat  .27 **  .14 -.24 **  .07   .35 **    1  .18  .33 ** -.15 -.09 -.04 -.02  .00  .05 -.04 -.15 -.01 
7. Injury  .12 -.14 -.19 *  .07 -.04  .18    1  .17 * -.18 *  .09 -.08  .03  .01  .01  .06 -.10 -.04 
8. Discharge  .88 **  -.24 ** -.27 ** -.09  .22 **  .33 **  .17 *    1 -.05 -.08  .02 -.04  .01  .12 -.08 -.11  .16 * 
9. PCL Total -.15  .19 * -.05 -.23 **  .23 **  -.15 -.18 -.05    1 -.02  .42 **  .02  .23 **  .24 ** -.25 **  .40 **  .26 ** 
10. SPSI-R PPO -.04  .01  .14 -.06 -.14 -.09  .09 -.08 -.02 **    1 -.27 **  .67 ** -.01 -.31 **  .70 **  .00 -.10 
11. SPSI-R NPO -.02  .15 -.16 * -.03  .21 ** -.04 -.08  .02  .42 -.27 **    1 -.09  .47 **  .64 ** -.70 **  .10  .26 ** 
12. SPSI-R RPS -.01  .11  .02 -.01 -.09 -.02  .03 -.04  .02  .67 ** -.09    1 -.14 -.21 **  .65 ** -.06 -.10 
13. SPSI-R ICS -.03 -.20 * -.14 -.08  .07  .00  .01  .01  .23 ** -.01  .47 ** -.14    1  .62 ** -.61 **  .15  .22 ** 
14. SPSI-R AS  .08  .03 -.16 *  .03  .14  .05  .01  .12  .24 ** -.31 **  .64 ** -.21 **  .62 **    1 -.78 **  .13  .30 ** 
15. SPSI-R Total -.03  .04  .18 *  .00 -.19 * -.04  .06 -.08  .25  .70 ** -.70 ** -.65 ** -.61 ** -.78 **    1 -.12 -.27 ** 
16. AUDIT -.17 *  .00 -.05 -.29 **  .04 -.15 -.10 -.11  .40 **  .00  .10 -.06  .15  .13 -.12    1  .31 ** 
17. DUDIT  .09 -.01  -.21 ** -.22 ** .18 * -.01 -.04  .16 *  .26 ** -.10  .26 ** -.10 **  .22 **  .30 ** -.27 **  .31 **    1 
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Table 8 
Primary Aim 1: Hierarchical Regression Analysis for PCLxSPSI-Rtotal on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rtotal_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rtotal_cen, PCLSPSI-Rint 
 
 
Table 9 
Primary Aim 1: Hierarchical Regression Analysis for PCLxSPSI-Rppo on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rppo_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rppo_cen, PCLSPSI-Rint 
 
 
 
 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .42a .17 .15 4.07 .17 6.33 5 152 
2b .48b .23 .12 3.94 .06 11.21 1 151 
3c .48c .23 .120 3.95 .00 .35 1 150 
4d .48d .23 .19 3.96 .00 .25 1 149 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .479b .229 .199 3.94070 .057 11.210 1 151 
3c .480c .230 .194 3.95198 .001 .139 1 150 
4d .497d .247 .207 3.92143 .017 3.346 1 149 
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Table 10 
Primary Aim 1: Hierarchical Regression Analysis for PCLxSPSI-Rnpo on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rnpo_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rnpo_cen, PCLSPSI-Rint 
 
 
 
Table 11 
Primary Aim 1: Hierarchical Regression Analysis for PCLxSPSI-Rrps on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rrps_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rrps_cen, PCLSPSI-Rint 
 
 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .479b .229 .199 3.94070 .057 11.210 1 151 
3c .485c .235 .199 3.94018 .005 1.040 1 150 
4d .487d .238 .197 3.94607 .003 .552 1 149 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .479b .229 .199 3.94070 .057 11.210 1 151 
3c .483c .233 .197 3.94437 .004 .719 1 150 
4d .506d .256 .216 3.89853 .023 4.549 1 149 
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Table 12 
Primary Aim 1: Hierarchical Regression Analysis for PCLxSPSI-Rics on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rics_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rics_cen, PCLSPSI-Rint 
 
 
 
Table 13 
Primary Aim 1: Hierarchical Regression Analysis for PCLxSPSI-Ras on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Ras_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Ras_cen, PCLSPSI-Rint 
 
 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .479b .229 .199 3.94070 .057 11.210 1 151 
3c .484c .234 .198 3.94216 .005 .888 1 150 
4d .517d .267 .228 3.86800 .033 6.807 1 149 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .479b .229 .199 3.94070 .057 11.210 1 151 
3c .482c .233 .197 3.94530 .003 .648 1 150 
4d .506d .256 .216 3.89785 .023 4.675 1 149 
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Table 14 
Primary Aim 2: Hierarchical Regression Analysis for PCLxSPSI-Rtotal on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rtotal_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rtotal_cen, PCLSPSI-Rint 
 
 
Table 15 
Primary Aim 2: Hierarchical Regression Analysis for PCLxSPSI-Rppo on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rppo_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rppo_cen, PCLSPSI-Rint 
 
 
 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .376b .141 .088 3.89195 .006 .762 1 113 
3c .444c .197 .140 3.77998 .056 7.793 1 112 
4d .444d .197 .132 3.79673 .000 .014 1 111 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .376b .141 .088 3.89195 .006 .762 1 113 
3c .387c .150 .089 3.88997 .008 1.115 1 112 
4d .404d .163 .095 3.87597 .014 1.811 1 111 
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Table 16 
Primary Aim 2: Hierarchical Regression Analysis for PCLxSPSI-Rnpo on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rnpo_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rnpo_cen, PCLSPSI-Rint 
 
 
 
Table 17 
Primary Aim 2: Hierarchical Regression Analysis for PCLxSPSI-Rrps on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rrps_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rrps_cen, PCLSPSI-Rint 
 
 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .376b .141 .088 3.89195 .006 .762 1 113 
3c .417c .174 .115 3.83363 .033 4.464 1 112 
4d .420d .176 .109 3.84610 .002 .275 1 111 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .376b .141 .088 3.89195 .006 .762 1 113 
3c .399c .159 .099 3.86864 .018 2.366 1 112 
4d .404d .163 .095 3.87606 .004 .572 1 111 
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Table 18 
Primary Aim 2: Hierarchical Regression Analysis for PCLxSPSI-Rics on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Rics_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Rics_cen, PCLSPSI-Rint 
 
 
 
Table 19 
Primary Aim 2: Hierarchical Regression Analysis for PCLxSPSI-Ras on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, PCLtotal_cen 
c. Predictors: Covariates, PCLtotal_cen, SPSI-Ras_cen 
d. Predictors: Covariates, PCLtotal_cen, SPSI-Ras_cen, PCLSPSI-Rint
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .376b .141 .088 3.89195 .006 .762 1 113 
3c .408c .166 .107 3.85150 .025 3.386 1 112 
4d .440d .194 .128 3.80504 .027 3.752 1 111 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .376b .141 .088 3.89195 .006 .762 1 113 
3c .464c .216 .159 3.73610 .074 10.624 1 112 
4d .472d .223 .160 3.73455 .008 1.093 1 111 
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Table 20 
Exploratory Aim 1: Independent Samples t-test, combat*SPSI-R ! !!!!!!!
 
 
 
 
 
Table 21 
Exploratory Aim 2: ANOVA, combat*SPSI-R 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Table 22 
Exploratory Aim 2, Post-Hoc: Chi-Square, trauma time*PCL
 
Variable t 
 
df 
 
p 
 
Mean 
Difference 
 
SE 
Difference 
 
SPSI-Rppo 1.00 119 .32 .72 .72 
SPSI-Rnpo .38 119 .70 .22 .59 
SPSI-Rrps .19 119 .85 .13 .71 
SPSI-Rics .00 119 1.00 .00 .58 
SPSI-Ras -.57 119 .57 -.30 .53 
 
Value 
 
df 
 
p 
 
Pearson Chi-Square 9.33 3 .03 
Likelihood Ratio 9.31 3 .03 
N of Valid Cases 158   
 
Variable When did this experience occur? 
 Prior to military 
service 
During service, not 
military related 
During service, and 
military related 
Post-military 
service 
 
PCL Diagnosis 
 
        No 17 13 43 .60 
        Yes 3 8 15 .37 
Total 20 21 58 59 
 
Variable 
 
Sum of 
Squares 
 
df 
 
Mean 
Square 
 
F 
 
p 
 
SPSI-Rppo 21.07 3 7.023 .42 .74 
SPSI-Rnpo 23.68 3 7.89 .62 .60 
SPSI-Rrps 44.46 3 14.82 1.06 .37 
SPSI-Rics 29.81 3 9.94 .95 .42 
SPSI-Ras 13.45 3 4.48 .46 .71 
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Table 23 
Exploratory Aim 3: Hierarchical Regression Analysis for injury x SPSI-Rppo on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rppo_cen 
d. Predictors: Covariates, injury, SPSI-Rppo_cen, injurySPSI-Rint 
 
 
Table 24 
Exploratory Aim 3: Hierarchical Regression Analysis for injury x SPSI-Rnpo on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rnpo_cen 
d. Predictors: Covariates, injury, SPSI-Rnpo_cen, injurySPSI-Rint 
 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .416b .173 .140 4.08334 .000 .075 1 151 
3c .416c .173 .135 4.09496 .001 .144 1 150 
4d .450d .202 .159 4.03640 .029 5.384 1 149 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .416b .173 .140 4.08334 .000 .075 1 151 
3c .416c .173 .134 4.09597 .000 .071 1 150 
4d .416d .173 .129 4.10896 .000 .053 1 149 
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Table 25 
Exploratory Aim 3: Hierarchical Regression Analysis for injury x SPSI-Rrps on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rrps_cen 
d. Predictors: Covariates, injury, SPSI-Rrps_cen, injurySPSI-Rnt 
 
 
Table 26 
Exploratory Aim 3: Hierarchical Regression Analysis for injury x SPSI-Rics on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rics_cen 
d. Predictors: Covariates, injury, SPSI-Rics_cen, injurySPSI-Rint 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .416b .173 .140 4.08334 .000 .075 1 151 
3c .418c .175 .136 4.09157 .002 .393 1 150 
4d .451d .204 .161 4.03311 .029 5.380 1 149 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .416b .173 .140 4.08334 .000 .075 1 151 
3c .431c .186 .148 4.06433 .013 2.416 1 150 
4d .434d .188 .145 4.07136 .003 .482 1 149 
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Table 27 
Exploratory Aim 3: Hierarchical Regression Analysis for injury x SPSI-Ras on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Ras_cen 
d. Predictors: Covariates, injury, SPSI-Ras_cen, injurySPSI-Rint 
 
 
Table 28 
Exploratory Aim 4: Hierarchical Regression Analysis for injury x SPSI-Rppo on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rppo_cen 
d. Predictors: Covariates, injury, SPSI-Rppo_cen, injurySPSI-Rint 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .415a .172 .145 4.07090 .172 6.326 5 152 
2b .416b .173 .140 4.08334 .000 .075 1 151 
3c .430c .185 .147 4.06675 .012 2.235 1 150 
4d .432d .186 .143 4.07655 .002 .279 1 149 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .374b .140 .086 3.89509 .004 .578 1 113 
3c .387c .150 .089 3.89015 .010 1.287 1 112 
4d .394d .155 .087 3.89463 .006 .743 1 111 
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Table 29 
Exploratory Aim 4: Hierarchical Regression Analysis for injury x SPSI-Rnpo on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rppo_cen 
d. Predictors: Covariates, injury, SPSI-Rnpo_cen, injurySPSI-Rint 
 
 
Table 30 
Exploratory Aim 4: Hierarchical Regression Analysis for injury x SPSI-Rrps on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rrps_cen 
d. Predictors: Covariates, injury, SPSI-Rrps_cen, injurySPSI-Rint 
 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .374b .140 .086 3.89509 .004 .578 1 113 
3c .424c .180 .121 3.82040 .040 5.462 1 112 
4d .473d .224 .161 3.73245 .044 6.340 1 111 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .374b .140 .086 3.89509 .004 .578 1 113 
3c .397c .158 .098 3.87105 .018 2.408 1 112 
4d .406d .165 .097 3.87300 .007 .887 1 111 
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Table 31 
Exploratory Aim 4: Hierarchical Regression Analysis for injury x SPSI-Rics on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Rics_cen 
d. Predictors: Covariates, injury, SPSI-Rics_cen, injurySPSI-Rint 
 
 
 
Table 32 
Exploratory Aim 4: Hierarchical Regression Analysis for injury x SPSI-Ras on DUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
a. Predictors: Covariates 
b. Predictors: Covariates, injury 
c. Predictors: Covariates, injury, SPSI-Ras_cen 
d. Predictors: Covariates, injury, SPSI-Ras_cen, injurySPSI-Rint 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .374b .140 .086 3.89509 .004 .578 1 113 
3c .410c .168 .109 3.84657 .029 3.869 1 112 
4d .436d .190 .125 3.81295 .022 2.984 1 111 
Model R R Square 
  Adjusted 
   R Square 
  Std. Error of 
  the Estimate 
Change Statistics 
    R Square 
    Change    F Change df1 df2 
         
1a .368a .135 .090 3.88788 .135 2.974 6 114 
2b .374b .140 .086 3.89509 .004 .578 1 113 
3c .465c .216 .160 3.73456 .076 10.923 1 112 
4d .469d .220 .157 3.74252 .004 .524 1 111 
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Chart 1 
Plot of PTSDxSPSIrps Interaction on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chart 2 
Plot of PTSDxSPSIics Interaction on AUDIT 
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Chart 3  
Plot of PTSDxSPSIas Interaction on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Chart 4 
Plot of Military InjuryxSPSIppo Interaction on AUDIT 
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Chart 5 
Plot of Military InjuryxSPSIrps Interaction on AUDIT 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 
 
 
 
 
 
 
 
 
 
 
Chart 6 
Plot of Military InjuryxSPSInpo Interaction on DUDIT 
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Participant)ID)Number:)______________))))Date)of)Participation:)_____________)))Assessor:)____________)
DEMOGRAPHIC!INFORMATION!)) 1. What)is)your)age?)________________)) 2. What)is)your)sex?)) )) )) ))))))))Male) ) )) ))))))) Female))3. What)is)your)selfDdefined)race/ethnicity?))) ) Asian) ) ))) Black) ) )))) Hispanic/Latino) ))) Native)American) ) )))) White) ))) MultiDracial/ethnic) ))) Other)(please)specify))))) ___________________________________________________)) 4. What)is)your)marital)status?)(please)select)the)identifier)that)best)applies)to)you))) ) Married)/)living)with)partner)) ) Divorced)/)separated)) ) Widowed)) ) Single)/)never)married))5. Do)you)have)children?)) ) Yes)) If)yes,)how)many?)__________))
 
APPENDIX B: Measures 
 
B1. Demographic form 
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Participant)ID)Number:)______________))))Date)of)Participation:)_____________)))Assessor:)____________)
) No)) 6. Are)you)currently)a)student?)) ) )))))))Yes) ) ))) )))))))No))) 7. If)you)are)a)student,)what)year/class)are)you?)) )) College)freshman) ) ))) College)sophomore) ) ))) College)junior)) ) )))) College)senior) )) )) Graduate)student))) )) N/A)) 8. If)you)are)not)a)student,)what)is)the)highest)grade)you)have)completed)in)school?)) ) ) Some)high)school)) ) ) High)school)diploma)) ) ) Some)college)) ) ) College)degree)) ) ) Graduate)education)) 9. Are)you)currently)(please)select)all)that)apply):)) ) ) Working)fullDtime)) ) ) Working)partDtime)) ) ) A)volunteer)) ) ) Retired)) ) ) Unemployed,)but)seeking)to)work)
B1. Demographic form, continued 
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Participant)ID)Number:)______________))))Date)of)Participation:)_____________)))Assessor:)____________)
) ) ) Disabled)or)unable)to)work)) 10. What)is)your)household)income?)) ) ) >$20,000)) ) ) $20D40,000)) ) ) $40D60,000)) ) ) $60D80,000)) ) ) $80D100,000)) ) ) >$100,000))11. Is)English)your)first/native)language?)If)not,)what)is)your)first/native)language?)) ) ) Yes)) ) ) No,)other:)_______________________________________)) 12. Do)you)currently)use)tobacco)products?)) ) ) Yes)) ) ) No)) 13. Do)you)currently,)or)have)you)had)the)following)medical)conditions)in)the)past)12)months?)Please)check)all)that)apply.)) ) ) Diabetes)) ) ) Cancer)) ) ) Cardiovascular)disease)(e.g.,)heart)attack,)heart)failure,)etc.))) ) ) Stroke)) ) ) Pulmonary)disease)(e.g.,)COPD,)etc.))) ) ) Hypertension))
B1. Demographic form, continued 
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Participant)ID)Number:)______________))))Date)of)Participation:)_____________)))Assessor:)____________)
)) Chronic)pain)disorder)(e.g.,)migraines/headaches,)fibromyalgia,)etc.)))) Other)(please)specify):)___________________))14. Have)you)ever)been)diagnosed)with)a)psychiatric)disorder?)) ) ) Yes)) Please)specify:)__________________))) ) ) No)) 15. Are)you)currently)receiving)medication)or)counseling)for)psychological)difficulties,)such)as)depression,)anxiety,)postDtraumatic)stress)disorder,)substance)use)disorder,)etc.,)or)have)your)received)such)services)in)the)past)12)months?)) ) ) Yes,)psychotherapy))) ) )) Yes,)medication)))) ) )) Yes,)both)psychotherapy)and)medication)) ) ) No)) 16. )Are)you)a)Veteran)of)the)US)Armed)Forces?)A)Veteran)is)defined)as)someone)who)has)served)in)the)active)military)service)in)either)the)Air)Force,)Army,)Coast)Guard,)Marine)Corps,)National)Guard,)or)Navy)and)was)separated)under)any)condition)other)than)dishonorable.))))If)you)are)currently)serving)in)the)military,)or)have)served)as)a)member)of)the)Coast)Guard,)please)select)"Other".)) ) ) Yes)) ) No)(please)explain)or)specify):))) _______________________________________)) )) Other)(please)explain)or)specify):))) _______________________________________)) 17. What)branch(es))did)you)serve)in?)Please)select)all)that)apply.))
B1. Demographic form, continued 
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Participant)ID)Number:)______________))))Date)of)Participation:)_____________)))Assessor:)____________)
)) Army) )) )) Navy)) ) Air)Force) ) ))) Marine)corps) ))) National)Guard)) ) Other,)_______________________)) 18. Have)you)served)in)any)of)the)following)listed)campaigns?)Please)select)all)that)apply.)) ))) World)War)II) )) )) Korean)War) )) ) Vietnam)War) ) ))) Persian)Gulf)War) ))) Operation)Iraqi)Freedom)) ))) Operation)Enduring)Freedom)) ) Operation)New)Dawn) ))) Other)(please)specify)))))) __________________________________________________))19. What)was)your)MOS/rate?)) _______________________________)) 20. While)in)the)military,)were)you)ever)deployed?)) ) ) Yes)) ) ) No)) 21. If)you)were)deployed,)were)you)ever)in)direct)combat?)) ) ) Yes)
 
B1. Demographic form, continued 
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Participant)ID)Number:)______________))))Date)of)Participation:)_____________)))Assessor:)____________)
) ) ) No)) 22. If)you)were)deployed,)please)list)the)number)of)deployments)you)had.))) _____________)) 23. If)you)were)deployed,)please)list)the)length)of)your)longest)deployment)in)months.))) _____________)) 24. If)you)were)deployed,)how)long)ago)was)your)most)recent)deployment?)) _____________))25. While)in)the)military)and)as)part)of)your)service,)did)you)incur)a)militaryDrelated)physical)injury)or)physical)disability?)If)so,)please)specify.)) ) Yes,)please)specify:)_______________)) ) ) No)) 26. )How)long)ago)were)you)discharged)from)the)military?)) ______________))))
 
B1. Demographic form, continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Trauma, social problem-solving, and substance use                                        Stern   75!
 
B2. Social Problem-Solving Inventory - Revised 
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B2. Social Problem-Solving Inventory - Revised, continued 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Trauma, social problem-solving, and substance use                                        Stern   77!
 
B2. Social Problem-Solving Inventory - Revised, continued 
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B3. PTSD Checklist (for DSM 5) 
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B3. PTSD Checklist (for DSM 5), continued 
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B4. PTSD Checklist Supplement 
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B5. DSM 5 Alcohol Use Checklist 
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B6. Alcohol Use Disorder Identifications Test 
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B7. Drug Use Disorder Identifications Test 
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B7. Drug Use Disorder Identifications Test, continued 
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